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REPORT  TO  CONGRESS  ON  MEDICAID  HMO  DISENROLLMENT 

Executive  Summary 


This  report  focuses  on  three  key  issues: 


o  What  is  the  disenrollment  rate  for  Medicaid  HMO  clients?  How  does  it 
compare  with  disenrollment  for  other  HMO  clients? 

o  What  are  the  reasons  for  HMO  disenrollment  by  Medicaid  recipients?  Do 
these  reasons  relate  to  special  problems  that  Medicaid  clients  have  with 
HMOs? 

o  Specifically,  does  disenrollment  indicate  that  Medicaid  recipients  are 
dissatisfied  with  the  quality  of  care  received  in  HMOs? 

HMOs  are  not  a  recent  phenomenon  in  Medicaid.  States  have  contracted  with 
them  since  the  early  1970's  to  provide  care  primarily  to  AFDC  recipients,  but 
growth  has  been  concentrated  in  only  a  few  States.  Contracting  grew  rapidly  from 
1971  to  1973,  when  371,000  Medicaid  enrollees  were  served  by  HMOs.  However,  by 
1981,  the  number  served  had  declined  to  282,000.  The  Omnibus  Budget 
Reconciliation  Act  of  1981  (OBRA)  contained  several  provisions  which  encouraged 
the  use  of  HMOs  by  Medicaid  programs,  including  expanding  the  types  of 
organizations  which  may  qualify,  increasing  the  limit  on  the  proportion  of  enrollees 
who  may  be  Medicare  or  Medicaid  beneficiaries,  and  allowing  States  to  guarantee 
eligibility  for  6  months  for  HMO  enrollees.  Since  1981,  HMO  use  by  Medicaid 
programs  has  almost  tripled  to  817,000. 

The  report  presents  three  case  studies  of  States  which  have  significant 
Medicaid  enrollment  in  HMOs:  Massachusetts,  California,  and  Wisconsin.  Each  of 
these  States  have  conducted  surveys  of  Medicaid  HMO  enrollees  and  disenrollees 
which  provide  a  valuable  guide  to  the  Medicaid  recipient's  experience  with  HMOs. 

Massachusetts  conducted  intensive  satisfaction  surveys  among  Medicaid 
enrollees  and  disenrollees  in  two  HMOs.  For  the  most  part,  reasons  for  disenroll- 
ment focused  on  the  inconvenience  of  the  HMO  arrangement  and  a  desire  to  return 
to  a  previous  provider  of  care.  Comparison  of  the  experiences  and  attitudes  of 
Medicaid  HMO  enrollees,  disenrollees,  and  a  comparison  group  of  Medicaid 
recipients  served  through  fee-for-service  revealed  relatively  few  differences 
between  the  groups. 

California  measured  disenrollment  rates  under  a  tight  1-year  lock-in  program 
and  compared  them  with  a  later  period  when  restrictions  on  disenrollment  were 
relaxed.  In  the  earlier  period,  in  which  disenrollment  in  the  first  year  required  the 
filing  of  a  formal  grievance  which  was  strictly  reviewed,  only  1.3  percent  of 
Medicaid  recipients  disenrolled  per  month.  Later,  when  the  grievance  procedure 
became  pro  forma,  the  rate  of  first-year  disenrollments  jumped  to  14  percent  per 


month,  but  disenrollment  rates  for  those  who  had  been  in  the  HMOs  over  1  year 
remained  under  1  percent  per  month.  This  illustrates  two  phenomena:  first, 
disenrollment  may  be  concentrated  in  the  first  year,  when  the  HMO  experience  is 
most  unfamiliar  to  the  new  enrollee.  Second,  a  strict  grievance  procedure  may  be 
a  formidable  barrier  to  disenrollment. 

Wisconsin  is  unique  because  it  requires  AFDC  recipients  in  two  major 
population  centers  to  enroll  in  HMOs.  Wisconsin  studied  reasons  for  switching 
HMOs  and  general  satisfaction,  rather  than  disenrollment  per  se.  By  and  large, 
recipients  were  very  satisfied  with  the  care  provided  in  HMOs,  but  less  so  with  the 
mandatory  enrollment  program.  Reasons  for  switching  focused  on  convenience  of 
and  access  to  services,  and  desire  to  return  to  a  previous  doctor. 

Conclusions  drawn  from  the  case  studies  were: 

•  The  rate  of  voluntary  disenrollment  among  Medicaid  HMO  populations  is 
not  significantly  higher  than  among  private  HMO  users.  There  is  no 
significant  disenrollment  problem  for  Medicaid. 

•  Recipients'  interest  in  maintaining  pre-enrollment  physician  relationships 
was  the  largest  and  most  consistent  reason  for  disenrolling  from  an 
HMO. 

•  The  available  evidence  on  voluntary  disenrollment  indicates  that 
dissatisfaction  with  quality  of  care  is  not  a  significant  motive. 

•  Resistance  to  the  idea  of  HMOs  is  greater  than  dissatisfaction  with 
actual  access  to  care  or  quality  of  care  in  HMOs. 

Some  implications  for  Medicaid  involvement  with  HMOs  are: 

•  An  attempt  should  be  made  to  involve  as  many  physicians  as  possible  in 
the  HMO  program  so  that  doctor-patient  relationships  are  not  disrupted. 

•  Recipients  should  be  familiarized  with  the  nature  of  HMOs  through 
extensive  education  programs  so  they  know  what  to  expect  in  their  first 
year  of  enrollment.  Realistic  expectations  are  less  likely  to  lead  to 
dissatisfaction. 

•  Temporary  lock-ins  may  be  useful  to  keep  people  in  HMO  programs  long 
enough  for  them  to  become  accustomed  to  them.  The  inducement  of 
guaranteed  eligibility  and  freedom  to  choose  among  participating 
providers  within  the  program  may  help  people  to  accept  being  locked  in. 

•  Medicaid  recipients  may  be  more  content  with  a  mandatory  enrollment 
program  like  Wisconsin's  if  they  know  that  other  groups  (such  as  State 
employees)  are  also  being  forced  to  enroll.  The  Dane  County  experience 
shows  that  mandatory  enrollment  is  no  barrier  to  satisfaction. 


ii 


REPORT  TO  CONGRESS  ON  MEDICAID  HMO  DISENROLLMENT 

Chapter  1:  Introduction 


Purpose  of  the  Report 

This  report  responds  to  the  following  mandate  contained  in  the  Omnibus 
Budget  Reconciliation  Act  of  1981: 

The  Secretary  of  Health  and  Human  Services  shall  conduct  a  study  evaluating 
the  extent  of,  and  reasons  for,  the  termination  by  Medicaid  beneficiaries  of 
their  memberships  in  health  maintenance  organizations.  In  conducting  such 
study,  the  Secretary  shall  place  special  emphasis  on  the  quantity  and  quality 
of  medical  care  provided  in  health  maintenance  organizations  and  the  quality 
of  such  care  when  provided  on  a  fee-for-service  basis.  .  .  (P.L.  97-35,  Section 
2178(d)) 

The  mandate  encompasses  a  number  of  issues,  each  of  which  is  related  to  the 
impact  of  HMO  membership  on  the  Medicaid  recipient.  The  apparent  concern  is 
that  the  incentives  for  economies  and  efficiencies,  which  are  a  major  component  of 
prepaid  care  systems,  may  also  lead  to  insufficient  provision  of  care,  restricted 

This  Report  to  Congress  was  prepared  by  Gerald  S.  Adler,  HCFA  Office  of 
Research,  with  participation  by  Allen  Dobson,  Marian  Gornick,  Paul  Eggers, 
Lawrence  Bartlett,  Bruce  Spitz,  and  Patricia  Duffy.  The  authors  express  their 
gratitude  to  the  States  which  responded  to  our  requests  for  information. 
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access,  and  forced  disenrollment  of  troublesome  or  high-cost  patients. 
Examination  of  the  disenrollment  rates  of  HMOs,  the  reasons  for  disenrollment, 
and  client  attitudes  about  their  care  can  serve  as  one  way  of  monitoring  the 
adequacy  of  HMO  performance. 

The  report  focuses  on  three  key  questions: 

1.  What  is  the  HMO  disenrollment  rate  for  Medicaid?  How  does  it  compare  with 
disenrollment  for  other  HMO  clients?  What  changes  over  time  or  variations 
across  rates  can  be  found? 

2.  What  are  the  reasons  for  HMO  disenrollment?  The  meaning  of  disenrollment 
differs  according  to  whether  it  is  due  to  dissatisfaction,  moving  out  of  the 
area,  loss  of  eligibility,  or  administrative  error.  Analyzing  the  reason  for 
termination  can  indicate  whether  there  are  problems,  and  whether  they  are 
to  be  found  in  the  Medicaid  program,  HMOs  in  general,  particular  HMOs,  or 
types  of  enrollees. 

3.  What  is  the  relationship  between  disenrollment  and  quality  of  care?  Some 
types  of  disenrollment  are  connected  with  problems  in  care  and  others  are 
routine.  To  the  extent  that  these  are  separable,  conclusions  can  be  drawn 
about  the  suitability  of  HMOs  for  a  Medicaid  clientele. 

In  order  to  address  these  questions,  this  chapter  of  the  report  will  briefly 
review  the  history  of  Medicaid  involvement  with  HMOs,  examine  the  uses  of 
disenrollment  as  a  performance  indicator,  and  discuss  the  data  and  methods  used  in 
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the  analysis.  Subsequent  chapters  will  present  individual  case  studies,  summarize 
the  evidence  across  cases  and  conclude  the  report. 

Medicaid  Involvement  with  HMOs 

The  studies  to  be  reported  in  this  volume  need  to  be  understood  in  the 
context  of  the  evolving  role  of  HMOs  in  the  Medicaid  program.  As  enacted  in 
1965,  Title  XIX  of  the  Social  Security  Act  (Medicaid)  did  not  provide  for  the 
enrollment  of  Medicaid  recipients  in  HMOs.  The  legislative  authority  for  State 
contracting  with  HMOs  is  contained  in  the  1967  amendments  which  added  Section 
1902(a)(23)  of  to  the  Social  Security  Act.  This  "freedom  of  choice"  provision 
recognized  an  "organization  which  provides  services,  or  arranges  for  their 
availability  on  a  prepayment  basis."  The  1972  amendments  to  the  Act  further 
allowed  States  to  contract  with  an  organization  to  provide  services  in  addition  to 
those  specified  in  the  State  plan  in  a  sub-State  area,  thus  avoiding  conflict  with  the 
statewideness  and  comparability  provisions  of  the  law. 

The  Medicaid  program,  like  Medicare,  was  built  on  the  existing  health  service 
delivery  system.  Despite  the  distinct  advantages  this  provided  for  the  enactment 
and  implementation  of  these  programs,  States  soon  encountered  problems  which 
seemed  endemic  to  fee-for-service  Medicaid.  Foremost  among  them  were:  1)  the 
failure  of  a  fee-for-service  based  Medicaid  program  to  emphasize  primary  and 
preventive  care;  2)  the  continued  use  of  hospital  outpatient  and  emergency 
departments  as  usual  sources  of  care;  3)  uncontrolled  expenditure  growth;  and  4) 
problems  with  access  to  and  quality  of  care.  HMOs,  with  their  emphasis  on  the 
reduction  of  unnecessary  hospitalization,  continuously  available  primary  care,  and 


early  detection  and  treatment  of  diseases,  were  seen  as  an  opportunity  to  improve 
the  quality  and  appropriateness  of  care  while  creating  a  mechanism  for  controlling 
costs.  For  State  Medicaid  programs,  HMOs  also  offered  the  attraction  of  budget 
predictability. 

Initial  development  of  Medicaid  HMO  contracting  was  rapid  but  concentrated 
in  only  a  few  States.  Eleven  States  and  the  District  of  Columbia  signed  66 
contracts  with  HMOs  between  1971  and  1973  to  serve  371,000  Medicaid  enrollees. 
Fifty  of  these  contracts,  covering  about  250,000  clients,  were  in  California,  which 
had  established  a  policy  in  1970  of  encouraging  the  development  of  HMOs  to  serve 
the  Medi-Cal  (California's  term  for  Medicaid)  population.  Criticisms  of  the 
California  program  began  to  surface  almost  immediately,  centering  on  marketing 
practices,  administrative  costs  and  profits,  enrollment  practices,  service  capacity, 
and  quality  of  care.  These  criticisms  were  widely  publicized  in  the  State  and 
across  the  nation. 

Subsequent  legislation  and  regulations  at  both  State  and  Federal  level 
significantly  improved  the  operation  of  Medicaid  HMO  programs,  e.g.,  by 
restricting  the  eligible  organizations  to  those  that  were  Federally  qualified  and  by 
restricting  the  proportion  of  clients  who  were  Federally  funded  (Medicare  plus 
Medicaid)  to  50  percent  of  an  HMO's  total  enrollment  (P.L.  94-460,  1976).  Most  of 
the  problem  HMOs  in  California  failed  to  meet  such  requirements  and  lost  their 
contracts. 

This  illustrates  a  dilemma  for  those  who  would  foster  HMO  involvement  in 
the  Medicaid  program:  whether  to  impose  stringent  regulatory  requirements  which 
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create  barriers  to  the  growth  of  the  program  or  to  provide  flexibility  to  expand  the 
program  and  risk  abuses.  It  appears  that  the  "California  experience"  resulted  in  a 
cautious  approach  to  HMOs  for  the  rest  of  the  decade  of  the  1970s.  By  1980,  only 
269,330  Medicaid  recipients  in  17  States  were  enrolled  in  53  HMOs  —  100,000 
fewer  than  in  1973. 

The  Omnibus  Budget  Reconciliation  Act  of  1981  (OBRA)  enacted  a  number  of 
special  provisions  to  encourage  the  use  of  HMOs  by  Medicaid  programs,  as  well  as 
other  alternative  delivery  modes  such  as  case  management.  These  provisions 
expanded  the  types  of  organizations  with  which  States  may  contract,  increased  the 
limit  (from  50  to  75  percent)  on  the  proportion  of  HMO  members  who  are  in 
Medicare  or  Medicaid,  permitted  States  to  guarantee  eligibility  in  Federally 
qualified  HMOs  for  up  to  6  months,  and  allowed  the  freedom  of  choice  provisions  of 
Title  XIX  to  be  waived.  In  that  same  year,  Medicaid  HMO  enrollment  fell  by 
50,000  to  281,900,  or  1  percent  of  the  nation's  22,000,000  Medicaid  recipients. 
Despite  the  drop  in  enrollment,  the  number  of  HMOs  under  contract  and  the 
number  of  States  using  HMOs  remained  steady.  The  drop  in  enrollment  in  1981  can 
be  interpreted  as  a  continuation  of  the  declining  trend  of  the  1970s  rather  than  a 
response  to  OBRA. 

Five  years  later,  the  trend  was  distinctly  different.  By  June  1986,  2k  States 
had  contracts  with  153  HMOs  encompassing  816,969  Medicaid  recipients,  or  3.9 
percent  of  the  Medicaid  program  enrollment  nationally.  Table  1  and  Figure  1  show 
the  distribution  of  HMO  enrollment  among  the  States. 


TABLE  1 

GROWTH  IN  MEDICAID  HMO  ENROLLMENT* 
in  the  five  years  after  enactment  of  OBRA 


State 

ALABAMA 

ARIZONA 

CALIFORNIA 

COLORADO 

CONNECTICUT 

D.C. 

FLORIDA 

HAWAII 

ILLINOIS 

INDIANA 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

NEW  JERSEY 

NEW  YORK 

NORTH  CAROLINA 

OHIO 

OREGON 

PENNSYLVANIA 

RHODE  ISLAND 

UTAH 

WASHINGTON 
WISCONSIN 


//  HMOs 
6/81  6/86 
1 
15 
24 
3 


13 

2 

1 
1 
1 
2 

6 
4 

4 


2 
1 
1 
1 
1 
3 
2 


1 
1 
7 
1 
9 
1 
3 
8 
7 
10 
2 
4 
1 

16 
15 
3 
2 
1 
4 
14 


Approximate  Enrollment 
6/81  6/86 
841 
89,345 

132,079  234,162 
2,753  6,889 
375 

501  79 
1,178  12,927 
2,925  2,818 
1,319  92,637 
2,124 

18,105  11,763 
4,117  4,808 
59,241  88,458 
576  9,721 
1,088 

31,554  19,691 
1,000 

7,001  52,364 
5,715  24,388 
1,500  18,295 

186  561 
5,662  9,014 
6,601  6,302 

913  127,319 


TOTALS:  Plans: 
States: 


54 
IS 


153 
24 


281,926  816,969 
+  190% 


*  Includes  Prepaid  Health  Plans  (PHPs).  Arizona  has  a  statewide  demonstration 
waiver;  other  prepaid  care  demonstrations  (not  included  in  the  table)  in  5  States 
served  102,835  Medicaid  clients. 
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FIGURE  1  S  i-iooo 

MEDICAID  ENROLLMENT  IN  HMOs  g§  1001  -  sooo 

JUNE  1986  8001  -  20000 


20001  and  over 


Even  though  enrollment  increased  by  190  percent  in  the  5  years  from  1981  to 
1986,  several  factors  suggest  that  the  potential  for  involvement  with  HMOs  has  yet 
to  be  fulfilled.  First,  compared  to  HMO  enrollment  by  the  general  population,  the 
rate  of  participation  by  Medicaid  recipients  was  only  one-third  as  large.  Second, 
enrollment  was  concentrated  in  relatively  few  States.  The  top  five  Medicaid  HMO 
States  represented  79  percent  of  all  enrollment:  California  (234,100  enrollees), 
Wisconsin  (127,300),  Illinois  (92,637),  Arizona  (89,345),  and  Michigan  (88,458). 
Within  these  States  most  of  the  growth  was  in  the  major  metropolitan  areas:  Los 
Angeles,  San  Francisco,  Madison,  Phoenix,  Chicago,  and  Detroit.  Finally,  much  of 
the  growth  is  not  due  to  voluntary  enrollment,  but  is  the  result  of  mandatory  HMO 
policies  in  Arizona  and  Wisconsin. 

There  are  several  reasons  that  States  may  not  have  aggressively  pursued  the 
HMO  option  for  Medicaid.  For  the  most  part,  their  Medicaid  administrative 
systems  are  oriented  to  managing  fee-for-service  medical  care.  Capitated  systems 
often  require  significant  management  changes  at  the  State  administrative  agency 
and  may  require  additional  staff.  For  example,  major  changes  may  be  required  in 
the  Medicaid  Management  Information  System  (MMIS)  to  establish  capitation  rates, 
monitor  HMO  behavior,  or  maintain  a  current  enrollment  roster.  The  operation  of 
an  HMO  option  also  requires  changes  in  organizational  arrangements,  such  as  the 
strengthening  of  relationships  between  the  Medicaid  agency  and  the  county  welfare 
offices,  where  actual  enrollment  may  take  place.  The  "California  experience"  of 
the  early  1970s  also  reminds  States  of  the  risks  of  committing  themselves  to  a 
large-scale  HMO  program,  even  though  California  has  also  shown  that  these 
problems  can  be  overcome.  Resistance  on  the  part  of  providers  has  also  been  felt, 
both  from  traditional  providers  who  did  not  want  to  lose  business  to  HMOs,  and 
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from  HMOs  who  were  not  eager  to  enroll  a  Medicaid  clientele  because  of  high 
turnover  rates  in  the  absence  of  lock-in  provisions.  They  also  have  expressed 
concern  about  administrative  effort,  lack  of  confidence  in  cost  projections,  and  the 
possibility  of  being  stigmatized  as  a  "welfare  HMO."  Clients  may  also  resist  HMOs 
because  they  have  no  financial  incentive  to  join  or  remain  in  an  HMO  while  being 
constrained  to  an  unfamiliar  service  delivery  system. 

This  is  not  to  suggest  that  the  use  of  HMOs  is  infeasible  or  unrewarding  for 
State  Medicaid  programs.  However,  development  of  these  programs  must  take 
place  with  a  full  appreciation  for  the  obstacles  to  be  overcome  and  the  barriers  to 
be  anticipated. 

Issues  in  the  Study  of  Medicaid  HMO  Disenrollment 

Disenrollment  rates.  The  rate  of  disenrollment  is  readily  defined  as  the  ratio 
of  disenrollees  to  members  in  a  given  period  of  time,  but  the  data  for  a  study  of 
Medicaid  HMO  disenrollment  are  difficult  to  assemble.  Many  States  do  not  keep 
records  of  each  disenrollment  in  an  accessible  form,  and  those  that  do  usually  do 
not  analyze  the  data  or  report  them.  Procedural  idiosyncrasies  (such  as  recording  a 
change  of  name  due  to  marriage  as  a  disenrollment  and  an  enrollment)  can  lead  to 
unreliable  rates.  Similarly,  differences  in  handling  units  of  disenrollment 
(individuals  vs.  families)  and  the  denominator  (total  membership  at  the  beginning, 
middle,  or  end  of  the  period)  can  lead  to  false  comparisons.  For  these 
considerations  and  others  like  them,  disenrollment  rates  should  be  constructed, 
interpreted,  and  compared  with  considerable  caution. 
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Disenrollment  rates  also  have  no  built-in  standard  of  comparison.  We  have  no 
reason  to  think  that  a  2  percent  rate  of  disenrollment  per  month  in  itself  is  low  or 
high.  Thus,  we  need  comparable  rates  to  make  the  data  meaningful.  Some  of  these 
comparisons  may  be  with  disenrollment  rates  at  other  points  in  time,  for  similar 
Medicaid  populations  in  other  States,  or  with  non-Medicaid  HMO  enrollees. 

Reasons  for  Disenrollment.  Some  studies  of  disenrollment  have  not  had  data 
on  reasons  and  consequently  relied  on  analyzing  the  characteristics  of  leavers  and 
stayers,  such  as  their  age,  length  of  membership,  and  previous  health  care 
utilization.  However,  the  important  issues  for  policy  require  information  about  the 
reasons  for  disenrolling  and  clients'  perceptions  and  attitudes  toward  various 
aspects  of  their  experience  with  the  HMO.  At  the  very  least,  involuntary  (or 
mandatory)  terminations  must  be  distinguished  from  voluntary  ones. 

Involuntary  terminations  occur  when  an  individual  is  forced  to  disenroll. 
This  may  happen  for  a  number  of  reasons.  First,  the  client  may  experience  a 
change  in  status  which,  though  unrelated  to  satisfaction,  results  in  disenrollment. 
The  most  frequent  of  these  is  the  client's  loss  of  Medicaid  eligibility;  others  include 
moving  out  of  the  HMO  area,  entering  a  nursing  home,  or  death.  Second,  legal 
changes  can  terminate  an  HMO's  Medicaid  contract.  For  example,  changes  in  State 
law  affecting  all  HMOs  ,  Federal  disapproval  and  disallowance  of  a  Medicaid  HMO 
contract  or  failure  of  a  State  to  receive  or  continue  a  Federal  waiver  may  result  in 
the  State  breaking  relationships  with  an  HMO  and  the  disenrollment  of  all  Medicaid 
clients.  Third,  programmatic  changes  such  as  changes  in  Medicaid  eligibility 
criteria,  benefits,  utilization  controls,  and  reimbursement  practices  can  result  in  a 
dramatic  reduction  in  fee-for-service  costs,  which  in  turn  can  drive  capitation 
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rates  down  and  HMOs  out  of  Medicaid.  Fourth,  simple  administrative  errors  in  the 
eligibility  or  enrollment  process  can  result  in  mistaken  disenrollments.  Finally, 
changes  in  the  HMO's  status  (such  as  the  suspension  or  loss  of  its  license,  its  sale  or 
merger,  or  its  bankruptcy  and  closure)  can  also  force  disenrollment. 

Voluntary  disenrollment  occurs  when  individuals  choose  to  terminate  their 
relationship  with  an  HMO.  This  may  be  due  to  many  reasons,  including  a  patient's 
dissatisfaction  with  an  HMO's  procedures  or  his  perception  of  the  quality  of  care 
rendered  or  the  convenience  and  amenities  of  the  service  system  (i.e.,  the  client 
was  dissatisfied  with  the  scheduling  of  appointments  in  the  HMO  or  felt  that  he 
would  be  more  satisfied  with  the  care  rendered  by  a  provider  outside  the  HMO). 
Voluntary  disenrollment  is  usually  of  greatest  interest  in  considering  policy 
implications.  The  only  means  of  discovering  exactly  how  satisfied  enrollees  are  or 
why  a  patient  disenrolled  is  a  satisfaction  survey.  The  client  must  be  asked  a 
series  of  questions  in  order  to  discover  whether  there  was  dissatisfaction  with 
access,  continuity,  style,  benefits,  or  quality  of  care. 

Disenrollment  and  Quality  of  Care.  The  main  reason  for  studying  disenroll- 
ment is  that  it  is  regarded  as  a  way  for  HMO  clients  to  express  dissatisfaction  with 
the  care  they  have  received.  Voluntary  disenrollment  can  be  a  positive  force  to 
the  extent  that  it  shifts  Medicaid  business  away  from  unsatisfactory  providers  of 
care,  allowing  the  market  to  reward  better  providers.  This  is  the  rationale  for  the 
OBRA  provision  which  allows  Medicaid  HMO  recipients  to  disenroll  on  a  monthly 
basis. 
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There  are  several  issues  to  be  kept  in  mind  when  interpreting  disenrollment 
data,  however.  First,  a  disenrollment  rate  is  only  one  indicator  of  satisfaction. 
Other  indicators  include  grievance  rates  (the  number  of  formal  complaints 
registered  with  the  HMO  or  the  State),  the  rate  of  malpractice  claims  per  1,000 
enrollees  filed  against  an  HMO(s),  and  out-of-plan  use. 

Second,  client  satisfaction  is  not  clearly  related  to  quality  of  care.  With  the 
exception  of  egregious  medical  events  most  nonmedical  professionals  do  not  know 
if  they  have  received  the  proper  care  (i.e.,  the  clinically  correct  preferred 
treatment).  Further,  there  are  hardly  any  systematic  studies  of  the  quality  of  care 
in  Medicaid  programs,  let  alone  studies  which  compare  quality  for  Medicaid 
recipients  in  HMOs,  fee-for-service,  and  alternative  delivery  systems.  Therefore  it 
has  not  been  established  whether  HMO  enrollees  or  disenrollees  are  receiving 
comparable,  better,  or  worse  care  than  their  fee-for-service  counterparts. 
Nevertheless,  client  satisfaction  is  one  indication  of  the  acceptance  of  HMOs  by 
the  Medicaid  population  and  thus  their  appropriateness  as  a  service  delivery  system 
for  them.  The  studies  reviewed  in  this  report  focus  on  clients'  satisfaction  and 
their  perceptions  of  quality  rather  than  objective  measures  of  quality. 

Third,  a  number  of  methods  of  monitoring  quality  of  care  exist  which  are 
more  sensitive  and  specific  than  disenrollment  rates.  The  range  of  options  includes 
gross  indicators  of  utilization  (e.g.,  hospitalization  rates,  physician  visits,  or 
number  of  prescriptions)  which  can  be  suggestive  of  problems,  analysis  of  system 
performance  with  regard  to  specific  diagnoses  as  tracer  conditions  (adherence  to 
protocol;  complication,  readmission  and  mortality  rates;  and  disease  staging  and 
intervention),  health  status  assessments  of  clients,  evaluation  of  the  inputs  and 
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medical  procedures  employed  by  the  HMO  (e.g.,  quality  and  capacity  of  hospitals 
and  physicians),  and  review  of  the  quality  assurance  process.  These  studies  are  still 
quite  rare  in  Medicaid. 

Methods  of  This  Report 

In  order  to  respond  to  the  OBRA  requirements,  the  Department  of  Health 
and  Human  Services  (DHHS)  canvassed  the  States  for  studies  of  Medicaid 
recipients'  experiences  with  HMOs.  This  was  done  because  of  difficulty  and  cost  of 
initiating  a  study  collecting  original  data.  Fortunately,  three  States  stood  out 
because  of  the  thoroughness  with  which  they  have  attended  to  these  issues: 
Wisconsin,  California,  and  Massachusetts.  The  first  two  represent  major  HMO 
States  and  Massachusetts  represents  a  State  with  a  small  program  and  Federal 
waiver.  The  remainder  of  the  report  reviews  these  studies  in  some  detail. 

These  States  were  selected  because  they  have  all  performed  extensive 
studies  on  HMO  enrollee  satisfaction  and  disenrollment.  Further,  there  was 
considerable  overlap  in  the  issues  addressed  and  reviewed  by  these  studies.  There 
are,  however,  several  limitations.  While  considerable  agreement  existed  on  the 
issues  studied  by  these  States,  it  was  not  perfect.  Data  sources,  surveys,  and 
methodology  varied  considerably.  The  time  periods  under  review  vary  from  State 
to  State  (from  the  mid  1970s  to  the  mid-1980s).  The  information  systems  that  the 
States  relied  upon  for  some  of  their  data  varied  in  their  adequacy.  The  link 
between  disenrollment  and  professionally  assessed  quality  of  care  within  the  HMOs 
is  not  firmly  established  in  these  studies.  Finally,  there  were  instances  where  laws 
and  regulations  governed  the  "reasons"  given  for  disenrollment.    For  example,  in 

-13- 


California  there  are  indications  that  between  1975  and  1977  enrollees  tended  to 
give  State  officials  reasons  for  wanting  to  disenroll  that  matched  the  official 
disenrollment  criteria  rather  than  reveal  the  actual  problems  they  had  with  the 
HMOs.  Given  all  of  this,  however,  they  remain  the  best  available  resource  for 
examining  the  Medicaid  recipient's  experience  with  HMOs. 
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Chapter  2:  Massachusetts 


Introduction 

This  case  study  presents  the  findings  of  a  study  of  Medicaid  HMO 
disenrollment  and  satisfaction  that  was  conducted  by  the  State  of  Massachusetts. 
This  study,  which  analyzes  data  from  1981  and  1982,  provides  an  indepth 
examination  of  Medicaid  HMO  disenrollment  rates  and  satisfaction  levels  in  two 
Massachusetts  HMOs. 

Background 

During  1981-1982,  the  Massachusetts  Medicaid  program  contracted  with 
three  HMOs  to  provide  care  to  the  Medicaid  population.  As  of  the  beginning  of 
1982,  3,598  Medicaid  recipients  were  enrolled  in  these  HMOs.  These  enrollees 
represented  only  about  one-half  of  1  percent  of  the  State's  1982  Medicaid 
population. 

The  Massachusetts  HMO  study  estimated  monthly  disenrollment  rates  from 
July,  1981  to  March  1982,  at  the  two  HMOs  in  the  State  with  the  largest  numbers 


This  chapter  is  based  on  the  report  "Medicaid  Recipient  Disenrollment  from 
Managed  Health  Plans,"  Massachusetts  Case  Management  Demonstration  Project, 
November  1982.  This  project  was  supported  by  grant  No.  ll-P-90666/l  from  the 
Health  Care  Financing  Administration. 
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of  Medicaid  enrollees:  The  Harvard  Community  Health  Plan  (HCHP)  in  Boston, 
which  had  2,544  Medicaid  enrollees  at  the  end  of  1981,  and  the  Fallon  Community 
Health  Plan  (FCHP)  in  Worcester,  which  had  709  Medicaid  enrollees.  These  plans 
comprised  90  percent  of  the  State's  Medicaid  HMO  participation.  The  study 
compared  utilization  patterns  and  patient  satisfaction  levels  across  four  Medicaid 
population  groups:  1)  individuals  enrolled  in  either  of  these  HMOs  at  the  time  of 
the  study;  2)  individuals  who  were  involuntarily  disenrolled  from  these  HMOs  during 
the  study  period  because  they  lost  Medicaid  eligibility;  3)  individuals  who 
voluntarily  chose  to  disenroll  from  these  HMOs;  and  4)  a  sample  of  Medicaid 
recipients  in  the  Worcester  and  Boston  areas  who  were  receiving  care  on  a  fee-for- 
service  basis. 

The  information  on  utilization  and  patient  satisfaction  was  obtained  through 
a  mail  questionnaire  sent  to  all  Medicaid  families  who  disenrolled  from  the  two 
HMOs  during  the  study  period  and  to  a  sample  of  Medicaid  enrollees  in  these  HMOs 
and  fee-for-service  Medicaid  recipients  in  the  areas  served  by  these  HMOs.  The 
study  was  limited  to  Aid  to  Families  with  Dependent  Children  (AFDC)  families  to 
simplify  the  analysis.  A  total  of  2,393  recipients  were  sent  questionnaires.  Of 
these,  1,062  returned  questionnaires  were  analyzed  in  the  study,  for  a  response  rate 
of  44  percent.  The  breakdown  of  these  respondents  is  as  follows: 


Fallon 


Harvard 


TOTAL 


Disenrollees 


100 


104 


204 


Enrollees 


172 


180 


352 


Fee-for-Service 


136 


370 


506 
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The  results  of  this  study  are  described  in  the  following  sections. 


Disenrollment  Rates 

Monthly  disenrollment  rates  in  the  two  HMOs  were  calculated  as  part  of  the 
study  from  data  collected  by  the  State  Medicaid  agency.  The  average  monthly 
disenrollment  rates  for  each  of  the  HMOs  during  the  study  period  are  presented 
below  in  Table  2.  Separate  rates  are  calculated  for  voluntary  disenrollments  and 
for  involuntary  or  mandatory  disenrollments  resulting  from  a  recipient's  loss  of 
Medicaid  eligibility. 

Table  2 

Average  Monthly  Medicaid  HMO  Disenrollment  Rates 

7/81  -  3/82 

Fallon  Harvard 

Total  Disenrollment  7.0%  3.1% 

Voluntary  Disenrollment  3.5%  0.6% 

Mandatory  Disenrollment  3.5%  2.5% 

The  average  monthly  total  disenrollment  rate  at  FCHP  was  substantially 
higher  than  that  of  HCHP  (7  percent  vs.  3.1  percent).  This  was  due  in  large 
measure  to  average  monthly  voluntary  disenrollment  rates  at  FCHP  (3.5  percent) 
that  were  nearly  six  times  higher  than  the  voluntary  rate  at  HCHP  (0.6  percent). 
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FCHP  also  experienced  a  higher  average  monthly  mandatory  disenrollment  rate 
than  HCHP,  though  the  difference  in  this  area  was  not  nearly  as  great  (3.5  percent 
vs.  2.5  percent).* 

Monthly  total  disenrollment  rates  for  both  plans  peaked  in  October-November 
1981,  when  the  first  effects  of  OBRA  restrictions  on  Medicaid  eligibility  were 
being  felt:  in  November,  Harvard's  total  disenrollment  rate  was  5.6  percent  and 
Fallon's  12.8.  Involuntary  rather  than  voluntary  rates  were  responsible  for  both  of 
these  peaks.  The  total  rates  for  the  other  months  were  relatively  stable,  with 
means  less  than  half  of  the  peak  month  for  each  HMO. 

Reasons  for  Voluntary  Disenrollment 

In  response  to  the  mailed  questionnaire,  voluntary  disenrollees  from  both 
plans  gave  a  range  of  reasons,  shown  in  Table  3. 


*  It  should  be  noted  that  these  rates  are  comparable  to  fee-for-service  Medicaid 
recipients'  change  of  care  site:  15.4  percent  of  fee-for-service  users  in 
Massachusetts  said  "No"  when  asked  if  they  were  "receiving  care  at  the  same  place 
now  as  6  months  ago."  This  yields  an  average  monthly  rate  of  change  of  2.6 
percent  which  is  comparable  to  the  voluntary  HMO  disenrollment  rates. 
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Table  3 

Reasons  for  Voluntary  Disenrollment  (Percent) 


Dislike  restrictions 
Poor  care 

Prefer  previous  doctor  or  hospital 

Dislike  clerical  staff 

Waiting  time  for  appointment 

Hours  clinic  is  open 

Transportation 

Multiple  response 

Other 


F  sillon 

Harvard 

N=58 

N=25 

lit. 5 

8.0 

3.2 

16.1 

8.0 

1.6 

3.2 

4.0 

*.0 

11.3 

20.0 

16.1 

20.0 

33.9 

36.0 

100% 

100% 

It  is  notable  that,  of  the  codable  responses,  almost  all  referred  to  the 
inconvenience  of  the  HMO  arrangement  or  a  desire  to  return  to  a  previous 
provider,  rather  than  poor  care.  Further  insight  on  client  attitudes  is  provided  by 
comparing  the  responses  of  enrollees,  disenrollees,  and  the  fee-for-service 
comparison  group  to  the  items  on  the  survey  which  further  characterized  the 
groups  and  measured  satisfaction  with  care.* 


*  In  the  following  discussion,  voluntary  and  involuntary  disenrollee  responses 
reported  together  unless  the  difference  in  their  responses  is  significant  at  the 
level  of  probability. 
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Previous  Patient/Provider  Relationships 


The  mail  survey  solicited  information  on  HMO  enrollees/disenrollees'  usual 
source  of  care  before  they  entered  the  HMO.  Fee-for-service  respondents  were 
asked  questions  about  their  source  of  care  6  months  prior  to  the  survey. 
Information  obtained  from  these  questions  included:  1)  percentage  of  respondents 
who  had  their  own  physician  before  enrolling  in  an  HMO,  2)  the  usual  setting  in 
which  respondents  had  received  care  before  enrolling  in  an  HMO,  and  3)  the 
percentage  of  recipients  who  had  to  change  doctors  when  they  entered  the  HMO. 

In  the  Fallon  area,  about  three-quarters  of  all  respondents  (including 
enrollees,  disenrollees,  and  fee-for-service  respondents)  reported  having  their  own 
physician  before  enrolling  in  the  HMO  (or,  for  fee-for-service  respondents,  6 
months  before).  In  contrast,  the  Harvard  area  responses  varied  by  enrollment 
status.  In  this  area,  45  percent  of  the  enrollees,  51  percent  of  the  mandatory 
disenrollees,  65  percent  of  the  fee-for-service  respondents,  and  77  percent  of  the 
voluntary  disenrollees  reported  having  their  own  physician  before  enrolling  in  the 
HMO.  The  finding  in  the  Harvard  plan  that  a  large  portion  of  voluntary 
disenrollees  had  their  own  physician  before  enrolling  is  consistent  with  the 
hypothesis  that  many  disenrollees  leave  the  HMO  to  return  to  their  previous 
provider. 

The  study  also  collected  information  on  the  type  of  setting  that  respondents 
identified  as  their  usual  source  of  care  in  that  prior  period.    Private  physicians' 
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offices,  hospitals,  and  clinics  were  most  often  cited.  Fallon  area  respondents 
relied  more  on  private  physicians  and  less  on  hospitals  than  the  Harvard 
respondents  in  the  Boston  area. 

Information  was  also  collected  on  the  portion  of  respondents  who  had  a 
physician  prior  to  HMO  enrollment  and  had  to  switch  doctors  when  they  entered 
the  HMO.  Respondents  not  having  to  change  physicians  when  they  joined  the  HMO 
are  likely  to  have  been  seeing  physicians  who  had  both  a  fee-for-service  practice 
and  also  participated  in  an  HMO.  The  study  found  that  disenrollees  had  to  switch 
doctors  more  often  than  continuing  enrollees  when  joining  HMOs  in  both  Fallon  and 
Harvard.  Two-thirds  of  all  Fallon  disenrollees  had  switched  doctors  upon 
enrollment  as  did  two-thirds  of  Harvard  voluntary  disenrollees.  In  contrast,  only 
half  of  Fallon  enrollees  and  one-third  of  the  Harvard  enrollees  and  involuntary 
disenrollees  had  switched. 

These  findings  tend  to  support  the  hypothesis  that  many  disenrollees  leave 
the  HMO  to  return  to  a  previous  provider.  First,  voluntary  disenrollees  in  the 
Harvard  plan  (though  not  in  Fallon)  were  more  likely  to  have  had  their  own 
physician  prior  to  joining  the  HMO  than  continuing  enrollees.  Second,  more 
disenrollees  than  enrollees  had  to  switch  doctors  to  join  either  plan. 

Satisfaction  with  Care 

The  mail  survey  asked  respondents  to  indicate  whether  they  were  satisfied  or 
dissatisfied  with  the  quality  of  the  care  they  received,  and  the  amount  of  time 
their  physician  spent  with  them.     Most  respondents  in  all  groups  indicated  that 


they  were  generally  satisfied  with  their  care.  Fee-for-service  respondents  in  both 
HMO  areas  were  slightly  more  satisfied  than  enrollees  and  disenrollees.  In  several 
areas,  disenrollees,  particularly  voluntary  disenrollees,  were  less  satisfied  with 
their  care  (Table  4).  A  chi-square  test  was  done  to  highlight  differences  between 
the  groups  which  are  significant  at  the  .05  level  of  probability. 

Respondents  in  each  of  the  HMO  areas  gave  different  satisfaction  ratings  to 
the  quality  of  the  care  they  received.  In  the  Fallon  area,  95  percent  of  fee  for 
service  recipients  rated  the  quality  of  the  care  they  received  as  good  or  excellent, 
as  did  over  three-fourths  of  enrollees  and  involuntary  disenrollees.  However,  only 
half  of  voluntary  Fallon  disenrollees  rated  their  quality  of  care  this  high.  In 
contrast,  90  percent  of  all  Harvard  enrollees,  disenrollees,  and  fee-for-service 
respondents  rated  their  care  as  good  or  excellent.  The  study  did  not  separate  the 
responses  for  Harvard  voluntary  and  involuntary  disenrollees. 

Respondents  in  both  plan  areas  were  also  generally  satisfied  with  the  amount 
of  time  the  doctor  spent  with  them.  Ninety  percent  or  more  of  both  Harvard  and 
Fallon  enrollees  and  fee-for-service  respondents  indicated  satisfaction.  The 
percentage  dropped  slightly  to  70  percent  for  Fallon  disenrollees.  Over  80  percent 
of  these  Fallon  disenrollees,  however,  were  satisfied  with  the  time  doctors  spent 
with  their  children. 
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Table  4 


Measures  of  Respondent  Satisfaction  with  Health  Care 


FCHP 
Enrollees 
Variable  Percent 


Describing 
quality  of 
care  as 
"excellent" 
or "good" 
(respondent) 

Describing 
quality  of 
care  as 
"excellent" 
or "good" 
(children) 

Satisfied 
with  the 
amount  of 
time  the 
doctor  spends 
(respondents) 

Satisfied 
with  the 
amount  of 
time  the 
doctor  spends 
(children) 


FCHP 
Disenrollees  FFS 
Percent  Percent 


87.3 


89.0 


89.9 


91.3 


Vol.  Invol. 
50.0  75.0 


Vol.  Invol. 
68.9  87.2 


70.7 


81.* 


94.2 


96.2 


95.0 


94.7 


Chi  Square 
Significance 

p  <  0.05 


HCHP 
Enrollees 
Percent 

91.7 


HCHP 
Disenrollees 
Percent 

89.0 


FFS  Chi  Square 
Percent  Significance 


85.1 


NS 


p<0.05 


92.6 


Vol.  Invol. 
69.2  92.2 


89.0 


p<0.05 


p<0.05 


91.8 


86.7 


91.4 


NS 


p<0.05 


94.6 


90.7 


94.7 


NS 


In  summary,  the  vast  majority  of  respondents  were  satisifed  with  their  care, 
regardless  of  which  group  they  were  in.  Voluntary  disenrollees  tend,  however,  to  give 
lower  ratings  for  quality  of  care. 

General  Attitudes  About  Providers 

Table  5  shows  the  percent  of  respondents  agreeing  to  various  statements 
about  doctors  and  other  health  care  providers.  Disenrollees  in  both  plans  generally 
show  more  negative  attitudes  than  either  enrollees  or  the  fee-for-service  comparison. 
Attitudes  in  Fallon  tended  to  be  a  little  less  favorable  than  fee-for-service  and  in  the 
Harvard  group  a  little  more  favorable,  but  there  is  no  overwhelming  difference.  In 
part,  the  difference  between  Fallon  and  Harvard  may  be  more  in  the  comparison 
groups  than  in  the  HMO  populations:  the  previous  table  (Table  k)  showed  generally 
better  attitudes  toward  fee-for-service  providers  in  Worcester  than  in  Boston. 
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Table  5 

Respondent  Agreement  with  General  Statements  about 
Doctors  and  Other  Health  Care  Providers 


i 

ro 
i 


FCHP 
Enrollees 
Percent 

Most  doctors  74.3 
show  a  personal 
interest  in 
their  patients 

Most  doctors  90.8 
know  what  they 
are  doing 

Doctors  don't  41.4 

give  you  enough 

information 

about  your 

condition 

Doctors  keep  38.3 
you  waiting 
too  long 

Doctors  only  16.5 

want  to  see  you 

if  you're  sick. 

They  don't  want 

you  to  come  in 

just  for  a 

checkup 

Doctors  and  16.9 
nurses  treat 
non-Medicaid 
patients  better 
than  those  who 
receive  Medicaid 

Pharmacists  15.5 
and  druggists 
treat  non- 
Medicaid  patients 
better  than  those 
who  receive 


FCHP 
Disenrollees  FFS 
Percent  Percent 


68.9 


81.0 


56.8 


49.4 


10.8 


24.0 


23.2 


84.5 


86.6 


34.5 


40.0 


16.1 


23.4 


19.1 


Chi  Square 
Significance 

p<0.05 


p<*0.05 


p<:0.05 


NS 


NS 


NS 


NS 


HCHP 
Enrollees 
Percent 

85.2 


90.1 


31.3 


27.8 


38.3 


24.4 


27.1 


HCHP 

Disenrollees       FFS        Chi  Square 
Percent        Percent  Significance 


71.6      74.5  p<£0. 05 


73.7      85.8  p<0.05 


48.8  41.5 


31.4  50.3 


49.4  40.0 


25.7  30.1 


23.3  30.6 


p<0. 05 


p<0.05 


NS 


NS 


NS 


Table  5  (continued) 


FCHP 
Enrollees 
Percent 

There  is  no  24.5 

need  to  see  a 

doctor 

regularly  unless 
you  are  sick 

It's  not  4.4 

important  to 

get  a  second 

opinion  when  a 

doctor  tells 

you  that  you 

need  surgery 


FCHP 
Disenrollees 
Percent 


FFS 
Percent 


Chi  Square 
Significance 


HCHP 
Enrollees 
Percent 


HCHP 
Disenrollees 
Percent 


FFS  Chi  Square 
Percent  Significance 


26.6 


31.0 


NS 


27.4 


27.7  28.3 


NS 


7.4 


10.0 


NS 


6.7 


4.1 


13.7 


p<0.05 


Responses  for  some  of  the  items  in  the  Harvard  enroiiee  group  are  markedly 
better  than  for  the  fee-for-service  comparisons:  for  the  first  items,  "doctors  show 
personal  interest,"  "doctors  know  what  they  are  doing,"  "doctors  don't  give  you 
enough  information,"  and  "doctors  keep  you  waiting  too  long,"  the  Harvard 
enrollees'  perceptions  were  more  favorable  than  those  of  the  comparison  group. 
Disenroilee  responses  more  closely  resemble  the  comparison  group's  responses. 


Good  and  Bad  Experiences 


Respondents  were  asked  in  two  open-ended  questions  to  relate  good  and  bad 
experiences  with  their  care  (Table  6).  Good  experiences  reported  had  to  do  mostly 
with  personal  and  professional  qualities  of  the  practitioner,  diagnosis  or  treatment, 
and  urgent  or  afterhours  care.  Bad  experiences  related  to  waiting  times,  diagnosis 
or  treatment,  urgent  or  afterhours  care,  billing  problems,  and  being  treated  poorly 
as  a  person.  The  table  shows  very  little  difference  between  HMO  enrollees  and 
disenrollees,  though  disenrollees  had  slightly  more  bad  experiences  in  both  areas, 
and  fee-for-service  clients  had  more  good  experiences  in  the  Fallon  area  and  fewer 
bad  experiences  in  both  areas  than  either  HMO  groups. 


Table  6 


Percent  of  Respondents  Reporting  Good  and  Bad  Experiences 

Fallon  Fallon  Harvard  Harvard 

Enrollees      Disenrollees      FFS     Enrollees     Disenrollees  FFS 

Good  Experiences         44.2  38.0  55.9       47.8  51.0  48.1 

Bad  Experiences  26.7  33.0  15.4       18.9  23.1         ll  .it 
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Barriers  to  Care 


Respondents  were  asked  about  scheduling,  waiting  time,  office  hours,  and 
transportation  as  barriers  to  using  health  services.  The  results  are  shown  in  Table 
7.  In  general,  HMO  enrollees'  responses  are  quite  similar  to  those  of  the  fee  for 
service  groups—indeed,  waiting  time  in  the  Harvard  HMO  appears  to  be  less  of  a 
problem  than  in  the  comparison  group.  Waiting  time  for  appointments  seems  to  be 
an  important  factor  distinguishing  voluntary  disenrollees  in  Fallon,  but  otherwise 
the  table  is  remarkable  for  what  it  does  not  show:  some  of  the  barriers  to  care 
which  are  supposed  to  govern  the  HMO  experience  apparently  are  no  more  of  a 
problem  to  this  sample  of  clients  than  they  are  to  the  fee-for-service  comparison 
group. 

The  Present 

The  Massachusetts  Medicaid  program  currently  contracts  with  eight  HMOs 
for  coverage  of  AFDC  Medicaid  recipients.  As  of  the  beginning  of  1986, 
approximately  4,830  recipients  were  enrolled  in  this  plan,  an  increase  of  about 
1,300  since  early  1982.  The  state  estimates  that  average  monthly  voluntary 
disenrollment  rates  in  these  HMOs  from  March,  1985,  through  March,  1986,  were  in 
the  1.0  percent  to  2.5  percent  range. 
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Table  7 

Percent  of  Respondents  Reporting  Barriers  to  Obtaining  Health  Care 


FCHP 
Enrollees 
Variables  Percent 


Waiting  time  59.7 
to  schedule 
an  appointment 
always  or  some- 
times a  problem 

Waiting  time  54.7 
in  waiting  room 
always  or 
sometimes  a 
problem 

Hours  the  27.2 
health  center 
is  open  always 
or  sometimes 
a  problem 

Transportation  61.7 
to  facility 
always  or 
sometimes  a 
problem 


FCHP 
Disenrollees  FFS 
Percent  Percent 


Vol.  Invol. 
86.2  50.0 


56.6 


29.0 


Vol.  Invol. 
67.4  40.5 


48.3 


47.5 


25.8 


58.0 


Chi  Square 
Significance 

p<0.05 


NS 


NS 


p<0.05 


HCHP 
Enrollees 
Percent 

48.8 


34.1 


18.8 


48.5 


HCHP 

Disenrollees       FFS        Chi  Square 
Percent       Percent  Significance 


49.5 


39.6 


31.7 


51.5 


49.3 


21.0 


54.6 


NS 


57.4  p<0.05 


NS 


NS 


Conclusion 


The  Massachusetts  study  focuses  on  the  attitudes  and  perceptions  of  HMO 
disenrollees  compared  to  continuing  enrollees  and  a  fee-for-service  comparison 
group.  On  the  whole,  there  are  relatively  few  differences  among  the  three  groups. 
If  an  explanation  is  to  be  found  for  the  decision  to  disenroll,  it  is  more  likely  to  be 
found  in  the  area  of  general  satisfaction  with  care,  inconvenience,  and  desire  to 
return  to  a  previous  physician  rather  than  specific  bad  experiences  or  problems 
with  the  care  provided  in  the  HMO. 
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Chapter  3:  California 


Introduction 

The  second  case  study  examines  HMO  disenrollment  activity  in  the  California 
Medicaid  program  (Medi-Cal)  in  1978  and  1979.  It  is  based  on  a  series  of  special 
studies  conducted  by  the  State  to  provide  information  on  Medicaid  disenrollment 
patterns  during  this  time  period.  Although  the  information  is  somewhat  dated,  it  is 
nonetheless  of  current  value  for  several  reasons.  First,  the  California  study 
provides  unique  insights  into  State  Medicaid  HMO  disenrollment  patterns.  Second, 
during  the  time  period  examined,  major  changes  were  being  made  in  Medi-Cal  HMO 
disenrollment  policies  similar  to  those  made  by  the  legislation  mandating  this 
present  study  (Section  2178  of  P.L.  97-35).  Third,  during  the  study  period  a  larger 
number  of  California  Medicaid  recipients  were  enrolled  in  California  HMOs  than  in 
any  other  State  Medicaid  program.  In  1978,  132,000  Medi-Cal  recipients  were 
enrolled  in  HMOs,  or  approximately  42  percent  of  all  Medicaid  HMO  enrollees 
nationwide. 


This  chapter  is  based  on  two  reports  of  the  Prepaid  Health  Research,  Evaluation, 
and  Demonstration  (PHRED)  Project:  "Grievances  and  Disenrollments  in  HMOs: 
The  California  Medicaid  Experience"  (March  1981)  and  "Dissatisfaction  in 
California  HMOs"  (March  1981).  PHRED  was  supported  by  grant  No.  96-P-90299/9 
from  the  Health  Care  Financing  Administration. 
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In  analyzing  voluntary  disenrollment  from  HMOs  by  Medi-Cal's  recipients, 
this  case  study  examines: 

•  events  leading  up  to  the  1978-1979  disenrollment  studies; 

•  voluntary  disenrollment  rates  during  the  study  period; 

•  the  reasons  for  voluntary  disenrollment; 

•  differences  in  recipients'  perceptions  in  the  quality  of  care  provided  in 
HMOs  and  the  fee-for-service  system;  and 

•  current  Medi-Cal  HMO  disenrollment  levels. 
Background 

The  Medi-Cal  program  first  began  contracting  with  HMOs  to  provide  care  to 
its  categorically  eligible  AFDC  population  in  1972.  From  its  early  HMO 
contracting  days  through  the  time  of  the  State  studies,  the  State's  policies 
concerning  voluntary  disenrollment  changed  substantially  and  can  best  be  examined 
by  dividing  the  intervening  time  into  three  periods. 

The  first  of  these  periods,  which  ran  from  1972  to  1975,  was  characterized  by 
highly  restrictive  disenrollment  policies.  With  few  exceptions,  Medi-Cal  recipients 
joining  an  HMO  who  did  not  elect  to  disenroll  within  their  first  30  days  were 
"locked-in"  to  the  HMO  for  1  year.  During  this  period,  voluntary  disenrollment  was 
allowed  only  if  an  enrollee  demonstrated  medical  need  for  services  not  available  in 
the  HMO  (e.g.,  long-term  care).  After  this  year  of  being  locked  in,  Medi-Cal 
enrollees  could  disenroll  at  any  time. 
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It  was  during  this  early  period  of  Medi-Cal  HMO  contracting  that  serious 
problems  with  the  contracting  process  developed,  many  of  them  due  to  unethical 
HMO  marketing  activities.  Door-to-door  HMO  sales  representatives  failed  to 
adequately  explain  HMO  operations  or  their  enrollment  and  disenrollment  policies. 
As  a  result,  many  enrollees  did  not  realize  until  after  their  first  30  days  in  the 
HMO  that  they  were  "locked-in"  to  the  HMO  for  a  full  year  and  that  Medi-Cal 
would  not  cover  their  fee-for-service  care.l 

In  an  effort  to  address  at  least  some  of  these  problems,  in  1975  Medi-Cal 
changed  its  HMO  disenrollment  policies.  During  this  second  period  (1975-77)  of 
Medi-Cal  HMO  disenrollment  policies,  HMO  enrollees  were  still  locked  into  an 
HMO  for  a  year  if  they  did  not  disenroll  within  the  first  30  days.  However,  the 
State  identified  a  specific  set  of  reasons  for  which  Medi-Cal  recipients  could 
voluntarily  disenroll  during  the  lock-in  period,  and  return  to  the  fee-for-service 
system.  Medi-Cal  HMO  enrollees  were  allowed  to  disenroll  if  they: 

•  moved  out  of  their  HMO's  service  area; 

•  needed  services  not  available  in  their  HMO; 

•  lacked  transportation  to  their  HMO;  or 

•  were  enrolled  as  the  result  of  misrepresentations  in  HMO  marketing. 


1  California  did  allow  HMO  enrollees  to  disenroll  if  they  could  show  that  they 
did  not  fully  understand  upon  entering  the  HMO  that  their  fee-for-service  physician 
who  was  treating  a  pre-existing  condition  could  no  longer  provide  that  care.  The 
State,  however,  considered  these  cases  to  be  mandatory,  rather  than  voluntary 
disenrollments.  No  figures  are  available  on  the  extent  to  which  this  occurred. 
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Despite  these  changes  in  the  State's  HMO  disenrollment  policies,  this  first 
reform  effort  was  considered  inadequate  for  two  reasons.  First,  information  about 
the  new  disenrollment  options  was  not  made  widely  available  to  HMO  enrollees. 
Second,  these  expanded  Medi-Cal  reasons  did  not  address  what  were  thought  to  be 
the  real  reasons  Medi-Cal  HMO  members  wanted  to  disenroll  —  that  is,  their  desire 
to  remain  under  the  care  of  their  fee-for-service  physician  or  their  desire  to  be 
seen  by  the  same  physician  whenever  they  went  to  receive  care.  As  a  result,  Medi- 
Cal  HMO  members  who  wanted  to  disenroll  and  who  had  learned  of  the  new 
disenrollment  policies  tended  to  give  State  officials  reasons  for  wanting  to 
disenroll  that  matched  the  official  disenrollment  criteria  rather  than  revealed  their 
real  problems  with  the  HMOs. 

The  third  phase  of  Medi-Cal's  HMO  disenrollment  changes  began  in  1977  when 
the  California  legislature  passed  legislation  (A.B.  1693)  to  further  improve  HMO 
marketing  activities  and  the  State's  disenrollment  policies.  The  legislation  banned 
door-to-door  marketing  techniques  which  had  resulted  in  the  misrepresentation  of 
services  offered  by  HMOs  in  previous  years.  It  also  required  each  HMO  under 
contract  to  Medi-Cal  to  allow  its  members  to  voluntarily  disenroll  and  return  to 
the  fee-for-service  system  for  any  reason  at  all  upon  the  filing  of  a  grievance.  The 
bill  mandated  that  each  HMO  establish  its  own  grievance  system  through  which 
members  could  report  their  problems  to  the  HMO  and  either  have  their  problems 
solved  or  voluntarily  disenroll. 

At  about  the  same  time  that  this  California  legislation  was  passed,  the  State 
received  a  $5  million  Federal  research  grant  to  develop  model  management  and 
monitoring  systems  for  Medi-Cal  contracting  with  HMOs.    The  research  project 
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was  called  the  Prepaid  Health  Research  and  Evaluation  Demonstration  or  PHRED 
project.  PHRED  had  three  major  tasks:  1)  to  develop  sound  methods  for 
computing  rates  of  payment  to  HMOs;  2)  to  develop  procedures  to  monitor  quality 
of  care;  and  3)  to  conduct  membership  studies.  As  a  part  of  this  third  task  PHRED 
established  a  model  grievance  system  meeting  the  requirements  of  A.B.  1693  in 
five  California  HMOs.  Additionally,  the  PHRED  project,  which  operated  from  1977 
to  1981,  monitored  satisfaction  among  Medi-Cal  HMO  enrollees  and  evaluated 
reasons  for  disenrollment.  It  is  data  on  HMO  disenrollment  and  satisfaction  for  the 
years  1977  and  1979  collected  by  the  PHRED  project  that  are  examined  in  the 
following  section  of  this  case  study. 

Findings 

Table  8  shows  enrollments  and  Table  9  shows  the  basic  disenrollment  rates 
among  the  8  California  HMOs  included  in  the  PHRED  study.  Table  9  illustrates 
three  important  points  concerning  disenrollment. 

First,  monthly  voluntary  disenrollment  rates  rose  by  about  half  overall,  from 
.9  percent  to  1.3  percent  with  the  liberalization  of  disenrollment  procedures 
brought  about  by  A.B.  1693.  The  rates  remained,  however,  comparatively  small. 

The  second  major  finding  is  that  the  imposition  of  a  formal  grievance  and 
review  procedure  is  a  significant  deterrent  to  disenrollment.  In  the  post-A.B.  1693 
period,  Medicaid  enrollees  were  free  to  disenroll  and  14.2  percent  of  them 
exercised  this  option  monthly  in  their  first  year.  Under  the  restrictive  disenroll- 
ment policies  prior  to  this,  only  5 A  percent  attempted  to  disenroll  and  of  these,  1.3 
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percent  were  approved  each  month.  Thus,  it  is  evident  that  the  use  of  a  grievance 
procedure  to  justify  disenroilment  can  greatly  reduce  first  year  disenrollment, 
either  by  making  the  process  more  difficult  or  by  permitting  problems  to  be 
resolved  within  the  HMO.  In  the  California  experience,  the  barrier  created  by  the 
grievance  procedure  seems  to  have  reduced  disenrollment  by  over  90  percent  (1.3 
percent  in  the  pre-A.B.  1693  period  compared  to  14.2  percent  in  the  post-A.B.  1693 
period). 

Third,  disenrollment  was  largely  a  phenomenon  among  recent  enrollees.  In 
the  pre-A.B.  1693  period,  about  5A  percent  of  recent  enrollees  filed  a  grievance  to 
disenroll  within  the  first  year  each  month.  Less  than  one-fourth  of  these  were 
approved  for  an  actual  monthly  disenrollment  rate  of  1.3  percent.  However,  among 
the  enrollees  who  had  been  enrolled  for  over  1  year,  the  disenrollment  rate  was 
only  .9  percent.  This  lower  rate  existed  even  though  there  was  no  barrier  to 
disenrollment.  In  the  post  A.B.  1693  period  when  barriers  were  relaxed,  the  first 
year  disenrollment  rate  was  11  times  as  great  as  before  (14.2  percent  vs.  1.3 
percent)  while  the  rate  for  those  enrolled  over  1  year  actually  went  down  from  .9 
percent  to  .7  percent.  Thus,  there  is  very  clear  evidence  that  disenrollment  is 
largely  concentrated  among  recent  enrollees  and  that  after  1  year  the  problem  is 
greatly  reduced. 
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Table  8 

Medicaid  Enrollment  for  HMOs  Included  in  PHRED  Study:  Pre  and  Post  AJ3.  1693 


HMO  Pre  (1977)  Post  (1979) 


CMGHP 

61,601 

58 , 356 

COMPRECARE 

6,906 

6,663 

CONTRA  COSTA 

6,206 

5,008 

FHP 

8,527 

9,000 

MAXI-CARE 

2,790 

1,621 

ROCKRIDGE 

6,708 

7,265 

SCHMO 

5,728 

6,610 

WATTS 

8,262 

12,898 

Total 

106,728 

107,421 
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Table  9 

Monthly  Average  Medicaid  Disenrollment  Rates  Among  California  HMOs  Pre  and  Post  A.B.  1693 


Pre  (1977)  Post  (1979) 


Total 

Total  Enrollment  106,728  107,421 

Disenrollments  1,004  1,434 

%  disenrollment  .9%  1.3% 


Within  one  year  of 
after  enrollment 

Recent  Enrollment  5,491  5,265 

Disenrollment  Requests  297  747* 

Approved  Requests  71  747 

%  request  5.4%  14.2%* 

%  approved  1.3%  14.2% 

After  one  year  of 
enrollment 

Enrollment  101,237  102,064 

Disenrollment  933  687 

%  disenrollment  .9%  .7% 


*  After  A.  B.  1693,  it  was  not  necessary  to  file  a  grievance  in  order  to  disenroll. 
Therefore,  requests  to  disenroll  and  actual  disenrollments  are  synonymous. 
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The  second  study  question,  which  concerns  reasons  for  disenroliment,  can  also 
be  addressed  from  the  PHRED  study.  Table  10  shows  the  results  of  the  telephone 
survey  of  354  persons  who  had  filed  a  grievance  with  their  HMO.  It  should  be  noted 
that  92  percent  of  those  who  filed  a  grievance  did  so  for  the  purpose  of 
disenrolling.    Only  8  percent  were  seeking  redress  while  staying  with  the  HMO. 
Therefore,  filing  a  grievance  is  virtually  synonymous  with  the  intent  to  disenroll. 
Desire  to  return  to  the  non-HMO  health  care  environment  was  a  commonly 
expressed  reason.    Thirty-seven  percent  of  respondents  stated  a  desire  to  have 
their  own  physician  as  their  reason  for  filing  a  grievance  and  25  percent  stated  the 
reason  was  a  desire  to  return  to  the  fee-for-service  system.    For  those  persons 
desiring  their  own  physician,  the  study  did  not  specify  whether  a  single  physician 
was  not  available  within  the  HMO  or  if  the  person  had  a  non-HMO  physician  to 
whom  he/she  wanted  to  return.  A  second  area  can  be  defined  as  access  problems. 
Transportation  (35  percent)  and  long  waits  (16  percent)  were  among  the  most 
frequently  mentioned  reasons  for  filing  grievances.     Finally,  perceived  quality 
problems  were  expressed  as  concerns  with  the  technical  quality  of  care  (20 
percent)  and  the  art  of  care  (20  percent). 

The  third  study  question,  "Is  there  any  relationship  between  disenroliment  and 
quality  of  care?"  cannot  be  addressed  from  the  California  data  collected  in 
PHRED.  Despite  the  perceived  quality  of  care  problems  listed  in  Table  10,  there  is 
no  evidence  that  these  opinions  really  represent  quality  of  care  problems.  It  could 
be  that  these  respondents  had  an  encounter  with  the  HMO  in  which  their  problem 
was  not  resolved  to  their  satisfaction. 
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Table  10 

The  Six  Most  Common  Reasons  for  Filing  a  Grievance  Among 
Enrollees  in  5  California  HMOs 


Reason  for  Percent  of 
grievance                                           respondents  (N=354) 

Continuity  of  Care^  37 

Transportation/Location  35 

Prefer  fee-for-service  system  25 

Technical  quality  20 

Art  of  Care  20 

Appointment  waits  16 


1  Continuity  of  care  is  largely  identical  to  an  expressed  desire  to  have  one's  own 
physician. 


-40- 


The  Present 


Since  the  time  of  the  PHRED  project,  the  number  of  Medi-Cal  recipients  in 
HMOs  has  grown  from  approximately  132,000  in  1978  to  over  209,000  at  the  end  of 
1985.  This  growth  in  HMO  enrollees  increased  the  percentage  of  the  total 
Federally-supported  Medi-Cal  population  that  was  enrolled  in  HMOs  from  about  5 
percent  in  1978  to  over  7  percent  in  1985.  This  increase  in  HMO  coverage  is 
consistent  with  the  increase  in  the  percent  of  the  State's  overall  population  that  is 
enrolled  in  HMOs  --  up  from  16  percent  of  the  population  in  1978  to  22  percent  in 
1984. 

Medi-Cal  HMO  disenrollment  policies  were  changed  again  in  1982  to  allow 
enrollees  to  disenroll  at  the  end  of  any  calendar  month  without  having  to  go 
through  the  grievance  process.  Monthly  voluntary  HMO  disenrollment  rates  for 
Medi-Cal  recipients  have  stabilized  at  about  1  percent  to  1.5  percent,  even  though 
the  disenrollment  process  is  easier  than  before. 

Conclusions 

The  California  experience  with  Medicaid  HMO  disenrollment  leads  to  three 
major  conclusions.     First,  disenrollment  is  largely  an  issue  for  the  first  year 
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following  enrollment  with  a  rate,  in  the  absence  of  specific  controls,  of  about  1* 
percent  per  month.  Once  enrollees  have  been  associated  with  an  HMO  for  a  full 
year,  rates  of  disenrollment  fall  to  somewhat  less  than  one  percent.  Given  that 
enrollment  in  a  HMO  requires  a  significant  shift  in  how  one  interacts  with  the 
health  care  system,  it  is  not  surprising  that  a  number  of  persons  will  be  dissatisfied 
and  wish  to  disenroll.  On  the  other  hand,  it  appears  in  this  one  case  at  least  that 
this  disenrollment  takes  place  rather  quickly  and  that  the  remaining  population 
remains  relatively  satisfied  with  the  HMO,  at  least  in  so  far  as  disenrollment 
declines  greatly.  The  continuing  decline  in  disenrollment  rates  suggest  that 
experience  with  HMOs  over  time  contribute  to  stabilization  of  the  enrolled 
population. 

A  second  conclusion  is  that  a  formal  grievance/ review  procedure  reduces 
first  year  disenrollment.  It  is  not  evident,  however,  whether  such  a  procedure  is 
either  desirable  or  necessary  to  justify  disenrollment,  though  it  is  advantageous  for 
other  reasons.  By  allowing  complete  freedom  of  choice,  86  percent  of  new 
enrollees  stayed  with  the  HMO  plans  beyond  1  year  with  only  a  1  percent  yearly 
attrition  rate  thereafter.  Given  reasonable  enrollment  rates,  an  open  policy  of 
disenrollment  would  seem  to  insure  continued  growth  of  Medicaid  HMO  enrollment 
while  still  enabling  dissatisfied  persons  the  full  freedom  to  leave  should  the  HMO 
environment  not  meet  their  needs. 

Finally,  it  is  evident  that  discomfort  with  the  constraints  intrinsic  to  HMOs  is 
the  major  reason  for  disenrollment.  In  short,  the  disenrollee  wants  to  return  to  a 
relationship  with  the  health  care  system  which  is  characterized  by  freedom  of 
choice  of  physician  and  greater  convenience  of  access  in  terms  of  transporta- 
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tion/location  and  waiting  times  for  appointments.  There  is  no  evidence,  from  this 
study,  that  disenrollment  is  a  result  of  poor  quality  of  care. 
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Chapter  4:  Wisconsin 

Introduction 


The  final  case  study  presented  in  this  report  examines  HMO  activity  in 
Wisconsin,  a  State  that  in  recent  years  has  aggressively  pursued  the  use  of  HMOs 
through  a  mandatory  program  for  its  AFDC-related  Medicaid  population.  The 
State  established  the  Prepaid  Enrollment  Initiative  (PEI),  a  program  designed  to 
increase  enrollment  in  HMOs  by  both  Medicaid  recipients  and  State  employees.  To 
date,  this  initiative  has  accomplished  its  goals  with  regard  to  both  of  these 
population  groups.   Enrollment  of  State  employees  has  increased  from  18  percent 
of  all  State  employees  in  1983  to  69  percent  in  1985.    HMO  enrollment  among 
Medicaid  recipients  has  increased  from  707  AFDC  Medicaid  recipients  in  1982  to 
117,388  in  1985  -  about  27  percent  of  the  State's  entire  Medicaid  population. 

As  it  presently  operates,  the  PEI  program  requires  all  AFDC  Medicaid 
recipients  in  Dane  and  Milwaukee  counties  to  enroll  in  an  HMO.  These  recipients 
may  not  disenroll  from  an  HMO  and  return  to  the  fee-for-service  system,  although 
they  are  allowed  to  switch  HMOs  at  any  time.  Therefore,  unlike  the  California  and 
Massachusetts  case  studies  which  evaluate  disenrollment  from  HMOs,  this  case 
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study  examines  Medicaid  HMO  member  satisfaction  within  a  system  in  which  the 
option  of  returning  to  the  fee  for  service  environment  does  not  exist. 

In  examining  Medicaid  recipients'  satisfaction  with  their  enrollment  in  an 
HMO  under  the  PEI,  this  case  study  looks  at: 

•  background  information  on  the  development  of  the  PEI  program; 

•  member  satisfaction  with  the  PEI; 

•  reasons  for  switching  HMOs;  and 

•  future  directions  for  the  PEI. 

The  information  presented  in  this  case  study  is  drawn  from  a  series  of 
State-sponsored  evaluations  conducted  by  the  University  of  Wisconsin's  Center  for 
Health  Policy  Studies  and  Program  Evaluation.  The  information  presented  here  is 
based  on  data  collected  in  1985,  PEI's  first  full  year  of  implementation. 

Background 

In  order  to  implement  the  PEI,  the  State  of  Wisconsin  had  to  obtain  waivers 
of  several  Federal  Medicaid  State  plan  requirements.  Authority  for  DHHS  to  grant 
the  necessary  waivers  was  provided  by  the  "freedom  of  choice  waiver"  provisions  of 
Section  2175  of  P.L.  97-35.  Wisconsin  first  applied  to  DHHS  for  these  waivers  in 
1982,  before  the  PEI  had  been  approved  by  the  Wisconsin  State  legislature.  The 
waivers  were  granted,  effective  April  1,  1983.  Federal  approval  was  granted  to 
waive  the  following  sections  of  the  Social  Security  Act  that  govern  State  Medicaid 
programs: 
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•  1902(a)(1),   which   requires   that   a   Medicaid   program   be  available 
throughout  the  State. 

•  1902(a)(10),  which  requires  that  a  comparable  set  of  Medicaid  services 
be  available  to  all  individuals  covered  by  the  program. 

•  1902(a)(23),  which  requires  that  recipients  have  the  freedom  to  choose 
any  qualified  provider  for  their  care. 

•  1903(m)(2)(A)(vi),  which  requires  that  recipients  be  allowed  to  disenroll 
from  an  HMO  at  any  time  and  for  any  reason. 

This  last  requirement  concerning  HMO  disenrollment  was  established  by  P.L. 
97-35,  the  same  law  that  gave  the  DHHS  Secretary  the  authority  to  waive  it. 
These  waivers  were  originally  granted  for  a  2-year  period,  and  were  subsequently 
extended. 

As  described  above,  the  objective  of  the  PEI  program  is  to  require  all  AFDC 
Medicaid  recipients  in  certain  areas  of  the  State  to  enroll  in  HMOs.  Two  areas  of 
the  State  —  Dane  County  (Madison)  and  Milwaukee  County  —  were  targeted  as  the 
first  areas  in  which  the  program  would  operate.  The  State  issued  Request  for 
Proposals  (RFPs)  in  1983  and  concluded  contract  negotiations  with  HMOs  in  these 
areas  in  1984.  The  mandatory  enrollment  of  all  AFDC  Medicaid  recipients  in  Dane 
began  in  August  1984.  Enrollment  of  this  population  in  Milwaukee  began  in 
November  1984. 
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AFDC  Medicaid  recipients  were  able  to  choose  among  the  13  available  HMOs 
in  these  areas  —  5  in  Dane  and  8  in  Milwaukee.  These  HMOs  were  deemed 
sufficient  to  provide  geographic  access  in  both  counties.  Recipients  were  given  a 
reasonable  amount  of  time  to  select  their  HMO.  Those  recipients  who  did  not 
choose  an  HMO  in  the  time  period  were  assigned  to  an  HMO  whose  enrollment 
capacity  had  not  been  reached.  Only  AFDC  Medicaid  recipients  with  special  health 
needs  that  are  determined  to  be  best  treated  in  the  fee-for-service  system  could 
apply  to  be  exempt  from  mandatory  HMO  enrollment.  The  AFDC-related 
medically  needy  population  also  does  not  participate  in  the  PEI  program.  By 
July  1985,  nearly  all  AFDC  recipients  in  these  areas  were  enrolled  in  HMOs  —9,500 
in  Madison  and  106,600  in  Milwaukee. 

Medicaid  Recipient  Satisfaction  with  PEI 

To  measure  Medicaid  member  satisfaction  with  the  PEI,  in  November  1985 
the  University  of  Wisconsin's  Center  for  Health  Policy  Evaluation  conducted  a 
telephone  survey  of  a  random  sample  of  Medicaid  recipients  enrolled  in  HMOs 
under  the  PEI  program.  Interviews  were  completed  with  549  persons  in  Milwaukee 
and  272  persons  in  Madison.  The  survey  contained  a  series  of  questions  that 
attempted  to  measure  member  satisfaction  into  three  areas:  overall  satisfaction, 
access  to  care,  and  the  doctor-patient  relationship.  The  results  of  this  survey  are 
summarized  in  Table  11. 
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Table  11 


Results  of  a  Satisfaction  Survey  of  Medicaid  Recipients  Enrolled 
in  HMOs  through  Wisconsin's  Prepaid  Enrollment  Initiative 


Program  Areas 
I.     General  Satisfaction  with: 


III. 


Percentage  of  Respondents  who 

reported  being  satisfied 
Total         Milwaukee  Dane 
County  County 


o 
o 
o 


the  state's  requirement  for  HMO  enrollment 
the  medical  care  received  in  the  HMO 
willingness  to  recommend  the  HMO  to  a  friend 


II.     Satisfaction  with  Access  to  Care: 


o 
o 
o 

0 

o 
o 
o 


ability  to  obtain  care  in  an  emergency 
ability  to  obtain  care  at  night/ weekends 
ability  to  obtain  referrals 
hospital  used 

freedom  to  choose  own  doctor 
ability  to  schedule  an  appointment 
location  of  HMO 


Satisfaction  with  the  Doctor-Patient  Relationship: 


o 
o 
o 
o 

o 
o 


doctor's  explanation  of  medical  problem 
opportunity  to  see  same  doctor 
amount  time  doctor  spent  with  you 
willingness  of  doctor  to  listen  about  your 
health  problems 

doctor's  interest  in  you  as  a  person 
doctor's  explanation  of  x-rays  and  tests 


60 
88 
88 


74 
75 
75 
75 
86 
87 
87 


86 
89 
89 

90 
90 
91 


54 
86 
85 


63 
65 
72 
85 
64 
83 
83 


83 
88 
87 

90 
S8 
90 


73 
93 
91 


90 
91 
82 
96 
87 
95 
93 


91 
92 
93 

92 
93 
94 


Source:      University  of  Wisconsin  Center  for  Health  Policy  and  Program  Evaluation 
Policy   Paper   86-3,   Satisfaction    With    Wisconsin's   Preferred  Enrollment 
Initiative:  Results  of  a  Survey,  March  1986. 
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The  questions  on  overall  satisfaction  elicited  members'  general  views  about 
the  PEI  program  and  the  care  they  received  in  the  HMO.  In  general,  a  relatively 
high  percentage  of  respondents  expressed  satisfaction  with  the  program,  although 
fewer  were  satisfied  with  the  requirement  that  they  enroll  in  an  HMO  than  were 
satisfied  with  the  medical  care  they  received  from  their  HMO.  Overall,  60  percent 
of  the  respondents  were  satisfied  with  the  mandatory  HMO  enrollment  policy  while 
88  percent  were  satisfied  with  the  medical  care  they  received  through  their  HMOs. 
The  percent  of  respondents  that  expressed  satisfaction  in  Milwaukee  was  lower 
than  in  Dane.  About  half  of  the  Milwaukee  respondents  expressed  satisfaction  with 
the  mandatory  requirement,  compared  to  nearly  three-quarters  of  Dane 
respondents.  With  respect  to  the  medical  care  they  received,  85  percent  of 
Milwaukee  respondents  expressed  satisfaction,  as  did  over  90  percent  of  Dane 
respondents. 

In  addition  to  these  two  indices  of  overall  satisfaction,  the  percentage  of 
Medicaid  HMO  members  who  said  they  would  recommend  their  HMO  to  a  friend 
was  viewed  as  an  indicator  of  general  satisfaction.  As  might  be  expected,  the 
same  percentage  of  those  who  had  expressed  satisfaction  with  their  medical  care 
also  indicated  that  they  would  recommend  their  HMO  to  a  friend. 

The  portion  of  the  survey  concerning  access  to  care  attempted  to  measure 
recipient  satisfaction  in  seven  areas  related  to  their  HMO's  operations: 

o       their  ability  to  obtain  care  in  an  emergency; 

o       their  availability  of  care  at  night  and  on  weekends; 
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•  their  ability  to  obtain  referrals  to  other  health  care  professionals; 

•  their  satisfaction  with  the  hospital  used  for  inpatient  care; 

•  their  freedom  to  choose  a  personal  physician; 

•  their  ability  to  schedule  an  appointment  when  needed;  and 

•  their  ability  to  reach  the  HMO  site. 

In  each  of  these  seven  areas,  nearly  three-quarters  or  more  of  all  respondents 
said  they  were  satisfied.  About  one-quarter  of  all  respondents  were  not  satisfied 
either  with  their  ability  to  obtain  care  in  emergency  situations,  their  freedom  to 
obtain  referrals  to  other  health  care  providers,  the  availability  of  care  at  night  and 
on  weekends,  or  the  hospital  used  for  inpatient  care.  Less  than  15  percent  of 
respondents  expressed  dissatisfaction  in  the  three  other  access  areas  —  their 
ability  to  choose  a  personal  physician,  their  ability  to  schedule  appointments,  and 
the  location  of  the  HMO  site. 

Like  the  results  for  overall  satisfaction,  responses  differed  between 
Milwaukee  and  Dane  respondents.  On  all  seven  access  issues,  a  higher  percentage 
of  Milwaukee  respondents  reported  being  dissatisfied.  Analyses  conducted  by  the 
University  of  Wisconsin  show  that  Milwaukee  respondents'  satisfaction  with  access 
issues  differs  between  those  who  selected  their  HMO  and  those  who  were  assigned 
to  one.  As  might  be  expected,  Milwaukee  respondents  assigned  to  HMOs  expressed 
greater  rates  of  dissatisfaction  on  most  of  the  access  issues.  The  fact  that  a 
higher  percentage  of  Medicaid  recipients  in  Milwaukee  were  assigned  to  an  HMO 
than  in  Dane  is  likely  to  account,  at  least  in  part,  for  the  lower  levels  of 
satisfaction  in  Milwaukee. 
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The  final  portion  of  the  survey  that  examined  satisfaction  with  doctor- 
patient  relationships  solicited  responses  concerning  six  aspects  of  that  relationship. 
These  were: 

•  the  doctor's  explanation  of  the  patient's  medical  problem; 

•  the  opportunity  to  see  the  same  physician  at  most  visits; 

•  the  amount  of  time  the  doctor  spends  with  the  patient; 

•  the  doctor's  willingness  to  listen  to  the  patient  discuss  health  problems; 

•  the  quality  of  the  information  provided  by  the  doctor;  and 

•  the  doctor's  interest  in  the  patient  as  a  person. 

Respondents  indicate  higher  levels  of  satisfaction  with  these  aspects  of  the 
doctor-patient  relationship  than  with  access  issues.  The  portion  of  respondents 
dissatisfied  with  any  of  the  six  aspects  measured  was  never  above  14  percent.  In 
fact,  among  five  of  the  doctor-patient  relationship  aspects,  only  one-tenth  of  the 
respondents  expressed  dissatisfaction. 

Again,  the  portion  of  persons  satisfied  with  their  doctor-patient  relationship 
was  lower  in  Milwaukee  than  in  Dane.  The  difference  between  satisfaction  levels 
in  these  two  areas,  however,  was  smaller  for  doctor-patient  relationship  issues  than 
for  access  issues. 

It  is  interesting  to  note  that  the  finding  in  the  general  satisfaction  portion  of 
the  survey  that  more  respondents  are  satisfied  with  the  actual  care  provided  by 
their  HMO  than  with  the  mandatory  enrollment  policy  is  consistent  with  survey 
results  demonstrating  higher  satisfaction  with  doctor-patient  relationships  than 
with  access  to  care.  Respondents'  views  on  their  doctor-patient  relationships  may 
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be  more  likely  to  affect  their  perceptions  of  the  quality  of  care  received  while 
access  problems  are  more  closely  associated  with  the  HMO  delivery  system. 

Reasons  for  Switching  HMOs 

As  described  above,  HMO  members  may  switch  from  one  HMO  to  another, 
but  may  not  return  to  the  fee-for-service  sector.  State  officials  report  that  on 
average  approximately  2  percent  of  HMO  members  switch  HMOs  each  month. 
About  10  percent  of  all  survey  respondents  reported  switching  HMOs  since  they 
were  first  enrolled  in  the  PEI  program,  with  Milwaukee  having  a  slightly  higher 
switching  rate  than  Dane  (10.8  percent  vs.  8.5  percent).  Those  respondents  who 
had  switched  HMOs  were  asked  to  indicate  the  extent  to  which  each  of  10  factors 
influenced  their  decision  to  switch.  Respondents  could  indicate  that  each  factor 
was  "very  important,"  "somewhat  important,"  or  "not  important  at  all"  in  their 
decision-making.  As  part  of  the  overall  satisfaction  survey,  the  University  of 
Wisconsin  therefore  collected  data  on  the  reasons  why  Medicaid  recipients 
switched  HMOs  (Table  12). 

Two  factors  were  reported  as  "very  important"  by  over  ^0  percent  of  the 
respondents  in  both  Dane  and  Milwaukee  in  their  decisions  to  switch  HMOs.  The 
first  was  a  desire  to  continue  receiving  care  from  their  pre-HMO  physician.  As  a 
result  of  the  rapid  growth  in  HMO  use  by  all  populations  in  Dane  and  Milwaukee 
most  physicians  in  these  areas  practice  in  at  least  one  HMO.  By  switching  HMOs, 
some  Medicaid  recipients  were  able  to  return  to  a  previous  physician-patient 
relationship.  The  second  factor  frequently  mentioned  by  all  respondents  as  a 
reason  for  switching  was  their  inability  to  receive  care  from  the  same  physician  in 
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subsequent  visits.  Both  these  responses  indicate  that  a  continuous  relationship  with 
a  physician  is  an  important  factor  in  HMO  choice  in  Wisconsin.  This  is  consistent 
with  two  reasons  frequently  cited  for  Massachusetts  case  studies. 

Two  factors  were  reported  as  "very  important"  by  over  25  percent  of 
respondents  in  Dane  and  Milwaukee  in  decision  to  switch  HMOs.  The  factors 
included: 

•  encountering  difficulties  in  obtaining  referrals  to  other  doctors;  and 

•  desiring  an  HMO  with  more  convenient  location. 
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Table  12 

Reasons  for  switching  HMOs 


very         somewhat  not 
important    important  important       N  mean 

1 .  difficulty  in  getting  appointments  when  needed  while  in  first  HMO 

Milwaukee  46.4  14.3  39.3  56  1.929 

Dane  10.0  10.0  80.0  20  2.700 

2.  difficulty  in  getting  care  quickly  during  emergencies  while  in  first  HMO 

Milwaukee  41.8  18.2  40.0  55  1.982 

Dane  14.3  4.8  81.0  21  2.667 

3.  wanting  to  go  back  to  the  previous  doctor  or  clinic 

Milwaukee  56.9  13.8  29.3  58  1.724 

Dane  59.1  4.5  36.4  22  1.773 

4.  wanting  to  use  a  hospital  associated  with  current  HMO 

Milwaukee  43.9  22.8  33.3  57  1.895 

Dane  28.6  4.8  66.7  21  2.381 

5.  wanting  to  go  to  a  more  convenient  location 

Milwaukee  56.9  19.0  24.1  58  1.672 

Dane  27.3  18.2  54.5  22  2.273 

6.  difficulty  in  getting  referrals  to  other  doctors  while  in  first  HMO 

Milwaukee  38.2  23.6  38.2  55  2.000 

Dane  40.0  10.0  50.0  20  2.100 

7.  difficulty  in  obtaining  special  services  -  such  as  counseling  or  other 
specialized  treatment  while  in  first  HMO 

Milwaukee  41.5  17.0  41.5  53  2.000 

°ane  15.0  20.0  65.0  20  2.500 

8.  not  being  able  to  see  the  same  doctor  each  time  while  in  first  HMO 

Milwaukee  52.7  21.8  25.5  55  1.727 

Dane  42.9  0  57.1  21  2.143 

9.  long  waiting  times  in  the  clinic  or  doctor's  office  while  in  first  HMO 

Milwaukee  44.6  10.7  44.6  56  2.000 

Dane  9.5  23.8  66.7  21  2.571 

10.  difficulty  getting  care  at  night  and  on  weekends  while  in  first  HMO 

Milwaukee  47.3  12.7  40.0  55  1.921 

Dane  10.0  0  90.0  20  2.800 


A  third  set  of  reasons  was  reported  to  have  influenced  the  decision  to  switch 
HMOs  by  a  substantial  number  of  respondents  in  Milwaukee,  but  not  as  great  a 
proportion  in  Dane.  Six  factors  were  cited  by  over  fO  percent  of  Milwaukee 
recipients  as  "very  important"  in  switching  HMOs.  These  were: 

•  difficulty  in  scheduling  appointments; 

•  difficulty  in  obtaining  emergency  care; 

•  wanting  to  use  a  different  hospital; 

•  difficulty  in  obtaining  special  services  such  as  counseling; 

•  long  waiting  times  in  the  clinic  or  doctor's  office;  and 

•  difficulty  in  obtaining  care  on  nights  and  weekends. 

The  fact  that  these  reasons  reflect  access-related  problems  is  consistent  with 
the  finding  that  overall  Milwaukee  respondents  were  less  satisfied  with  their  access 
to  HMOs  than  were  Dane  respondents. 

In  addition  to  those  Medicaid  recipients  who  had  actually  switched  HMOs, 
other  respondents  indicated  that  they  wanted  to  switch  HMOs,  but  had  not  done  so. 
In  Milwaukee,  over  one-quarter  of  the  respondents  fell  into  this  category.  The  two 
major  reasons  these  respondents  gave  for  not  switching  were:  (1)  the  plan  they 
wanted  to  join  was  full  and  could  not  take  any  more  enrollees,  or  (2)  they  did  not 
know  how  to  switch  plans. 
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The  Future  of  PEI 


Wisconsin  is  expected  to  continue  its  efforts  to  increase  Medicaid  HMO 
enrollment  through  its  PEI.  The  State  is  planning  to  expand  PEI  to  other  parts  of 
the  State.  The  next  program  expansion  is  scheduled  to  take  place  in  October  1986, 
when  HMO  enrollment  will  be  required  of  AFDC  Medicaid  recipients  in  Eau  Clair 
County.  State  officials  estimate  that  another  6,000  Medicaid  recipients  will  be 
enrolled  through  this  expansion.  The  University  of  Wisconsin  will  continue  to  study 
the  PEI  program,  examining  such  issues  as  member  satisfaction,  quality  assurance, 
and  other  HMO  organizational  issues. 


Conclusions 


The  Wisconsin  PEI  required  that  all  AFDC  Medicaid  recipients  in  Dane  and 
Milwaukee  counties  enroll  in  an  HMO;  they  could  not  return  to  the  fee-fqr-service 
sector.  However,  HMO  enrollees  were  permitted  to  switch  from  one  HMO  to 
another.  This  initiative  occurred  at  a  time  when  most  physicians  in  these  areas 
practiced  in  at  least  one  HMO. 

Although  this  study  cannot  address  the  three  key  questions  which  are  the 
focus  of  this  study  regarding  disenroilment,  it  can  address  these  questions  in  terms 
of  switching  from  one  HMO  to  another. 

1.  HMO  Switching  Rate.  State  officials  report  that  on  average  2  percent  of 
HMO  members  switch  HMOs  each  month.  About  10  percent  of  all  survey 
respondents  in  the  study  conducted  by  the  University  of  Wisconsin  reported 
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switching  HMOs  since  they  were  first  enrolled.  The  study  was  conducted  in  the  fall 
of  1985,  although  no  data  were  reported  on  the  length  of  time  in  the  HMO  before 
switching. 

2.  Reasons  HMO  Enrollees  Switch.  The  reasons  cited  most  frequently  as 
"very  important"  in  switching  involved  continuity  of  care,  that  is,  wanting  to 
receive  care  from  their  pre-HMO  physician  or  the  inability  in  their  HMO  of 
receiving  care  from  the  same  physician  in  subsequent  visits. 

The  next  most  frequently  cited  reasons  involved  access  to  care,  i.e., 
difficulties  in  getting  referrals  or  special  services,  the  location  of  the  HMO, 
scheduling  appointments,  obtaining  care  at  night,  weekends,  and  emergencies. 

3.  Is  There  a  Relationship  Between  Switching  and  Quality  of  Care?  The 
Wisconsin  study  did  not  address  quality  of  care  or  satisfaction  with  technical 
aspects  of  care  directly,  focusing  instead  on  overall  satisfaction, 
access/ convenience  issues,  and  aspect  of  the  doctor/patient  relationship.  Overall 
satisfaction  with  "the  medical  care  received  in  the  HMO"  was  very  high— 85 
percent  in  Milwaukee  and  93  percent  in  Dane—but  the  State  study  does  not  report 
the  answers  of  switchers  separately  from  those  who  continued  in  the  same  HMO. 
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Chapter  5:  Conclusions 


Review  of  the  evidence   suggests   the   following   conclusions   about  the 
experience  of  Medicaid  recipients  with  HMOs: 

!■  The  use  of  HMOs  in  the  Medicaid  program  has  grown  very  slowly  over  the 
years  and  is  still  at  a  low  level  nationwide.  Only  a  few  States  have  larger  HMO 
programs;  the  majority  have  no  Medicaid  HMO  involvement  at  all. 

2.  The  rate  of  disenrollment  among  Medicaid  HMO  populations  is  not 
significantly  higher  than  among  private  HMO  disenrollees.  Disenrollment  may  be  a 
problem  among  specific  subgroups,  such  as  the  California  recipients  with  less  than 
1  year  of  enrollment  in  an  HMO,  but  overall  there  is  no  significant  disenrollment 
problem  for  Medicaid  HMO  users. 

The  Medicaid  disenrollment  rates  found  in  these  studies  come  from  a  very 

small  sample  of  HMOs  and  time  periods.  They  appear  to  range  from  1  percent  to  3 

percent  per  month,  although  with  a  considerable  number  of  outliers.  In  terms  of 

voluntary  disenrollment,  California  is  experiencing  a  decline  in  disenrollment  after 

an  increase  in  the  late  1970s.    Monthly  disenrollment  rates  increased  from  1.9 

percent  in  1977  to  2.4  percent  in  1979  and  have  recently  slowed  to  between  1.0 

percent  to  1.5  percent.  In  Massachusetts,  voluntary  monthly  disenrollments  in  1981 

to  1982  were  .6  percent  in  the  Harvard  Community  Health  Plan  and  3.5  percent  in 

the  Fallon  Community  Health  Plan.    By  1985/1986,  monthly  disenrollments  in  all 

eight  HMOs  were  between  the  1.0  to  2.5  percent  range.  Voluntary  disenrollment  is 

not  an  option  in  the  Wisconsin  mandatory  enrollment  plan.  Nevertheless,  there  is  a 

2.0  percent  monthly  change  from  one  HMO  to  another. 
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Studies  of  non-Medicaid  HMO  disenrollment  show  somewhat  lower  rates. 
Luft  (1981),  in  his  review  of  literature,  found  that  voluntary  disenrollment  rates 
ran  1  percent  a  month  or  less,  again  with  numerous  outliers.  In  a  more  recent 
study  of  private  HMO  members,  Mechanic  (1983)  estimated  a  1.1  percent  monthly 
voluntary  disenrollment  rate.  While  Medicaid  HMO  rates  in  our  sample  are 
somewhat  higher  than  those  for  employee  group  members,  it  is  notable  that  the 
distributions  overlap  and  that  the  differences  are  not  as  large  as  might  be  expected 
if  disenrollment  were  a  problem  for  the  Medicaid  HMO  population. 

The  California  case  study  shows  that  policies  which  permit  or  discourage 
disenrollment  can  have  strong  effects  on  the  resulting  rate:  the  rates  of  first-year 
disenrollment  changed  from  1.3  percent  per  month  to  14.2  percent  when  a  more 
permissive  policy  went  into  effect. 

The  California  study  also  shows  differences  between  early  and  later 
disenrollment:  after  the  first  year,  disenrollment  rates  dropped  off  sharply.  This 
may  mean  that  the  California  1-year  lock-in  policy  had  the  desired  effect  of 
keeping  recipients  in  place  until  they  had  become  accustomed  to  the  new  practice 
style. 

3.  Maintaining  pre-enrollment  physician  relationships  was  the  largest  and  most 
consistent  reason  for  disenrolling  from  an  HMO.  This  suggests  that  there  were 
problems  with  either  the  enrollment  information  provided  to  clients,  the  way  that 
information  was  disseminated,  or  the  automatic  assignment  process  (in  States 
where  HMO  assignment  was  mandatory  if  a  patient  did  not  select  an  HMO).  It  may 
be  that  despite  a  "perfect"  system,  there  will  always  be  some  individuals  who  will 
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not  fully  understand  the  implications  of  joining  an  HMO  and  will  disenroll  or  change 
HMOs  in  an  attempt  to  see  their  pre-HMO  doctor  or  encounter  restrictions  which 
limit  the  use  of  their  old  physician  (assuming  the  physician  also  participates  in  the 
HMO).  This  is  consistent  with  findings  on  the  non-Medicaid  HMO  population. 

The  available  evidence  on  voluntary  disenrollment  indicates  that 
dissatisfaction  with  quality  of  care  is  not  a  significant  motive.  In  the  two  studies 
which  probed  recipient  attitudes,  Massachusetts  and  Wisconsin,  general  satisfaction 
with  quality  of  care  was  very  high,  in  the  80  percent  -  90  percent  range.  As  noted 
above,  the  reasons  given  for  disenrollment  tend  toward  issues  of  access,  style  of 
care,  and  preference  for  a  previous  provider  rather  than  complaints  about  specific 
aspects  of  treatment. 

In  general,  it  appears  that  Medicaid  recipients  disenroll  for  reasons  that  are 
very  similar  to  those  of  the  general  HMO  membership.  Mechanic  (1983)  reported 
the  most  important  reasons  for  voluntary  disenrollment  in  his  non-Medicaid  sample 
as  follows:  dissatisfaction  with  the  opportunity  to  get  services  (22  percent);  high 
cost  of  premium  (20  percent);  preference  for  other  doctors  (17  percent); 
dissatisfaction  with  the  services  obtained  (15  percent);  and  inconvenient  location  of 
the  health  center  (11  percent).  Except  for  the  cost  issue,  these  are  the  same 
problems  raised  by  Medicaid  HMO  disenrollees. 

5.  Resistance  to  the  idea  of  HMOs  is  greater  than  dissatisfaction  with  actual 
access  to  care  or  quality  of  care  in  HMOs.  This  general  resistance  can  be 
attributed  to  either  perceived  problems  of  HMOs  in  general,  dissatisfaction  that 
accompanies  any  significant  change  or  resentment  at  being  forced  into  a  change 

-60- 


that  non-Medicaid  individuals  are  not  forced  to  make.  In  the  Wisconsin  program, 
for  example,  it  may  be  that  a  generally  high  level  of  satisfaction  experienced  in 
Madison  compared  to  Milwaukee  may  be  due  to  the  fact  that  State  employees  were 
also  forced  to  choose  HMOs,  that  State  employees  are  much  more  concentrated 
and  visible  in  Madison  that  Milwaukee  and  that,  as  a  result,  Medicaid  clients  did 
not  feel  as  if  they  alone  had  been  isolated  and  forced  to  adjust  to  an  HMO  delivery 
system.  The  California  data  indicate  that  once  people  had  spent  some  time 
becoming  familiar  with  this  new  service  system,  the  propensity  to  disenroll  is  much 
less.  Mechanic  also  found  in  the  private-enrollee  study  that  knowledge  about  the 
plan  and  the  HMO  practice  style  contributed  to  satisfaction  and  continued 
enrollment. 

These  general  findings  have  several  policy  implications  for  Medicaid 
programs.  First,  an  attempt  should  be  made  to  maximize  physician  participation  in 
the  prepaid  plan.  Medicaid  recipients,  like  other  HMO  enrollees,  often  have 
established  satisfactory  relationships  which  are  important  to  them.  Disenrollment 
can  be  avoided  by  making  the  physician  panel  as  open  as  possible.  Second, 
attempts  should  be  made  to  familiarize  Medicaid  recipients  with  HMOs  just  as 
private  enrollees  are  informed  —  through  education,  advertising,  and  open  house 
invitations.  The  more  people  know  what  to  expect  of  an  HMO,  the  more  likely  they 
are  to  have  their  expectations  be  realistic  and  the  more  likely  they  are  to  be 
satisfied.  Third,  the  California  example  indicates  that  a  temporary  lock-in  may 
give  recipients  time  to  become  accustomed  to  the  HMO  and  reduce  dissatisfaction. 
Recipients  may  be  offered  a  period  of  guaranteed  enrollment  as  an  incentive  to 
accept  the  lock-in  period.  Finally,  Medicaid  recipients  may  be  more  content  with  a 
mandatory  enrollment  program  if  they  realize  that  others  are  being  forced  to 

-61- 


enroll  as  well.  The  Dane  County  experience  indicates  that  mandatory  enrollment  is 
no  barrier  to  a  high  level  of  client  satisfaction. 
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